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Objectives. We sought to describe health insurance coverage over time among
a national sample of children who came into contact with child welfare or child
protective services agencies.

Methods. We used data from 4 waves of the National Survey of Child and Ado-
lescent Well-Being to examine insurance coverage among 2501 youths. Longitu-
dinal insurance trajectories were identified using latent class analyses, a tech-
nique used to classify individuals into groupings of observed variables, and
survey-weighted logistic regression was used to identify variables associated with
class membership.

Results. We identified 2 latent insurance classes—1 contained children who gained
health insurance, and the other contained children who stably maintained coverage
over time. History of sexual abuse, and race/ethnicity other than White, Black, and
Hispanic, were associated with membership in the “gainer” class. Foster care place-
ment and poorer health status were associated with membership in the “main-
tainer” class. Caregiver characteristics were not associated with class membership.

Conclusions. The majority of children in child welfare had stable health insur-
ance coverage over time. Given this vulnerable population’s dependence upon
Medicaid, protection of existing entitlements to Medicaid is essential to preserve
their stable insurance coverage. (Am J Public Health. 2008;98:478–484.
doi:10.2105/AJPH.2007.117408)
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are successful in re-establishing Medicaid
coverage after their release from detention is
presently unknown. Funding reductions in the
Medicaid program17 and several of the provi-
sions of the Deficit Reduction Act of 200518

can also place children in child welfare at in-
creased risk for disenrollment from Medicaid.

Finally, children in child welfare who have
families that receive cash assistance (through
Temporary Assistance for Needy Families or
food stamps) are at particular risk for Medic-
aid disenrollment when their families stop
receiving these benefits.19,20 Despite the fact
that the link between receipt of welfare bene-
fits and Medicaid eligibility was broken in
1997, the existence of administrative data
systems that continue to link individuals who
receive all forms of public assistance accounts
for such insurance loss.

The cumulative effect of these Medicaid
and welfare policies is to place children in
child welfare at particular risk for insurance
instability, the magnitude of which is cur-
rently unknown among this population. Data
on Medicaid-enrolled children suggest that

13% to 68% have discontinuous insurance
coverage in any given year21; approximately
23% of children aged younger than 17 years
experience spells of being insured during a
2-year period.22 Longitudinal surveys reveal
that 42% of all children spend some time
without insurance and 68% of children
below 200% of the federal poverty level
spend more than 1 year without insurance.23

Insurance instability disproportionately affects
children, those from low-income families,
minorities, and women leaving welfare pro-
grams,24 groups from which many children
enter child welfare. Its consequences can be
serious—children with discontinuous insur-
ance have higher rates of delayed care, unmet
medical needs, and unfilled prescriptions
compared with children with uninterrupted
private insurance.25 Such consequences are
particularly devastating for children in the
child welfare system who have very high
needs for physical and mental health services.

In an attempt to understand trajectories of
insurance coverage possessed by children in the
child welfare system, we analyzed nationally

Coverage for children in the child welfare or
child protective services system (hereafter
termed child welfare) under a health insurance
umbrella has been a policy priority for sev-
eral decades,1 yet relatively little attention has
been paid to the stability over time of this in-
surance coverage. Stable health insurance is
critical for these children, who are a highly
vulnerable population with considerable phys-
ical2–5 and mental health needs.5–8 Currently,
there is no information on the extent to which
children in child welfare experience stability
of health insurance coverage over time.

Children in the child welfare system are
dependent upon Medicaid to finance their
health needs9 and possess an entitlement to
Medicaid based largely upon their residential
status or placement. Federal regulations en-
sure that children who are placed into foster
care have categorical eligibility for Medic-
aid,10 and reportedly 99% of all children in
foster care are covered under the program.11

Children maintained within their own homes
(in-home) have a Medicaid coverage rate of
around 84%. Because there is no categorical
entitlement to Medicaid for these children,
most of them are covered by income-eligibility
rules, or by other local and state regulations.12

But because entitlement to Medicaid is de-
pendent upon the child’s placement status
(in-home or in foster care), and because 95%
of these children experience changes in place-
ment even as they remain within child wel-
fare,13 it has been suggested that such place-
ment instability can produce instability in
Medicaid coverage.14

Somewhat paradoxically for these children,
certain types of service utilization can pro-
duce insurance loss. In all jurisdictions, youths
open to services through child welfare agen-
cies who are then detained or committed to
juvenile justice settings face disenrollment
from Medicaid because federal law prohibits
use of Medicaid funds to serve incarcerated in-
dividuals.15,16 The extent to which these youths
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representative data on children who came into
contact with child welfare agencies and who
were then followed for 3 years. We identified
child-level (sociodemographic characteristics,
maltreatment history, placement, and need)
and caregiver-level (education and employ-
ment status) variables that may place children
at greater risk of insurance instability, to pro-
vide child welfare and Medicaid policymakers
with information directed toward safeguarding
health insurance and, thereby, access to ser-
vices for this high-need population.

METHODS

Data Sources
The National Survey of Child and Adoles-

cent Well-Being (NSCAW) is the first national
probability study of children aged from birth
to 14 years who came into contact with child
welfare agencies nationwide. In the survey’s
baseline wave, 5501 children were sampled
in 92 primary sampling units within 97 coun-
ties in the United States; all of these children
were investigated by their local child protec-
tive services for possible abuse and neglect
within a 15-month period beginning in Octo-
ber 1999.

We used data from the baseline wave to
generate our independent variables, and data
from the 12-month (fielded between October
2000 and March 2002), 18-month, and
36-month follow-up waves to obtain informa-
tion about our dependent variable of insur-
ance coverage. Other details regarding the
design and information contained within the
NSCAW data are available elsewhere.26 We
deleted from our sample all children younger
than 2 years because the version of the Child
Behavior Checklist (CBCL),27 a measure of
need for mental health services that is used in
NSCAW, is not normed for that age group.
Because of challenges associated with imput-
ing missing data in NSCAW, we used listwise
deletion for missing variables; these decisions
led to a data set that contained 2501 chil-
dren, with information from caregivers, case-
workers, and individual children.

Study Variables
Independent variables. Independent variables

included child age, gender, and race/ethnicity.
Maltreatment history was obtained from

NSCAW’s child welfare worker interviews,
and was based on a modified Maltreatment
Classification Scale.28 Categories of physical
abuse, sexual abuse, neglect, and abandon-
ment were dichotomized such that a child
could have more than 1 type of abuse coded.
We only coded for neglect if the neglect was
at least moderate—failure to ensure availability
of food or weather-appropriate clothing, inade-
quate sleeping arrangements, nonadherence
to medication regimens, and failure to change
underclothing leading to rashes.

Because of previously cited literature on the
relationship between placement and insurance
entitlement,11,12 we aggregated children’s
placement status into 2 mutually exclusive
categories of in-home (living with their perma-
nent primary caregiver, usually their birthpar-
ent) and out-of-home (in foster care with ei-
ther a relative or a nonrelative, or in a group
home or residential treatment shelter). Chil-
dren placed in-home encompassed both those
whose families were receiving services from
child welfare and those not receiving any ser-
vices. From NSCAW’s primary caregiver inter-
views, we obtained data on the caregiver’s
highest educational level as well as his or her
employment status, given their known effects
on securing child health insurance coverage.29

Need can be a cause of stable insurance
enrollment; this happens when uninsured
children who present to health facilities are
enrolled by administrative staff into Medicaid
or other forms of insurance. High and ongo-
ing need may also compel caregivers of chil-
dren to ensure the stability of such coverage.
To control for these effects, we constructed 3
variables of emotional or behavioral need,
physical health need, and developmental
need. Our dichotomous emotional or behav-
ioral need variable was based on the identifi-
cation of a probable behavioral disorder if the
child scored in the clinical range (T score
of ≥64) on the internalizing or externalizing
scales of the CBCL.27 The CBCL scores were
based on reports from the child’s available
caregiver, usually the birthparent of children
maintained in the home or the temporary
caregiver for children placed out of the home.

The CBCL is a well-established measure
of childhood behavior problems that has
been successfully used in child welfare popu-
lations.30–32 The measure for physical health

need was based on the 5-point scale that clas-
sified self-reported health status into excel-
lent, very good, good, fair, and poor, as used
by the National Health Interview Survey
since 1982.33 For NSCAW, this information
was obtained from the primary caregiver who
reported on the health status of the child re-
spondent. We use “poor” and “fair” health
status as indicative of needs for physical
health services. We followed Stahmer et al.34

in using the Kaufman Brief Intelligence Test35

or the Batelle Developmental Inventory36 to
identify developmental need, the Preschool
Language Scale–337 to identify language and
communication need, and the Vineland Adap-
tive Behavior Scale screener38 to identify
problems with adaptive behaviors, as elicited
from available caregivers. We used their cut-
point of greater than 2 standard deviations
on any of these indices, which suggests signifi-
cant needs for these services, to generate an
indicator variable of developmental need.

Dependent variable. From NSCAW’s care-
giver interviews, we categorized children into
mutually exclusive insurance categories of
Medicaid, private insurance, federal (Civilian
Health and Medical Program of the Uniformed
Services), and uninsured. Because of our inter-
est in studying patterns of insurance coverage
over time, and because of considerable move-
ment of children among insurance categories,
we constructed a binary variable that indicated
whether the child was insured at each wave.
These 4 indicator variables for insurance cov-
erage, 1 per wave, were used to construct la-
tent insurance trajectories, or patterns of insur-
ance change over time, among this population.

Analyses
We weighted all analyses to account for the

complex sampling design of NSCAW, which
involved stratification and clustering within pri-
mary sampling units (with stratum and primary
sampling unit indicators), and varying probabili-
ties of selection (with probability weights).

We performed growth mixture modeling39

with the 4 binary insurance variables de-
scribed previously to identify classes that
could describe trajectories of insurance change
over time for NSCAW children. This analytic
strategy allowed us to first identify heteroge-
neous classes, each with a distinct insurance
trajectory, and then evaluate the influence of
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Note. All percentages are weighted.

FIGURE 1—Insurance coverage among 2501 US children in the child welfare system, by
study wave: National Survey of Child and Adolescent Well-Being, 1999–2004.

covariates on determination of membership in
that class. Classes empirically derived from the
data were subject to both statistical measures
to assess fit (such as sample size–adjusted
Bayesian Information Criterion, entropy [this
reflects the quality of classification of individu-
als into groups], and classification efficiency),
as well as the interpretability of these classes,
lack of overlap between these classes, and the
confidence of the model in assigning individ-
ual children into these latent classes.39,40

We tested 2-, 3-, and 4-class models, but
chose a 2-class solution based on fit statistics
and ease of interpretation. The 4-class model
had both a sample size–adjusted Bayesian
Information Criterion of 4983.8 (smaller
Bayesian Information Criterion values are bet-
ter), as well as poor entropy of 68.8%. The 3-
class solution had good fit statistics and slightly
poorer entropy than the 2-class solution, but
was less interpretable than the 2-class model.
The 2-class solution had slightly poorer fit
(size-adjusted Bayesian Information Criterion=
5119.7) but very good entropy of 92.9%. All
models were fit by using maximum likelihood
with robust standard errors, as considered ap-
propriate for binary variables.41

We then developed 2 binary indicator vari-
ables, 1 for each of the 2 classes identified by
the growth mixture model. These variables
were used as dependent variables in separate
survey-weighted logistic regression models.
We regressed child and caregiver variables
on these binary dependent variables in an at-
tempt to identify independent variables asso-
ciated with membership in each class.

All bivariate (weighted χ2), and survey-
weighted regression analyses were performed
in Stata version 9 (StataCorp LP, College
Station, Tex), and growth mixture modeling
was performed in Mplus version 4.1 (Muthén
& Muthén, Los Angeles, Calif).

RESULTS

Sample Characteristics
Children in our sample were aged a mean

of 8 years (SD=3.8 years) and were equally
divided between the genders. Most children
were White (47%), followed by African
American (30%), and Hispanic (17%; all per-
centages weighted). Virtually all children in
the sample had a history of abuse or neglect,

which included physical abuse (34%), sexual
abuse (13%), serious neglect (16%), and
abandonment (2%). Most (92%) lived in their
own homes, whereas the rest were in family
foster care, placed with relatives, or in a con-
gregate care environment. Forty percent re-
portedly displayed emotional distress as mea-
sured by a score in the clinical range on the
CBCL’s externalizing scale, and 29% had a
clinical score on the CBCL’s internalizing
scale. Most (74%) of the children were re-
ported to be in good physical health.

The majority (72%) of children lived with
caregivers whose highest level of education
was high school or less, 22% lived with care-
givers who had an associate degree, and the
rest lived with caregivers with undergraduate
degrees or higher. Nearly half (43%) of these
caregivers worked full time, and 14%
worked part time.

Patterns of Insurance Change Over Time
At NSCAW’s wave 1 interview, 10% of

children who entered child welfare were unin-
sured, 63% had Medicaid insurance presum-
ably because of income eligibility, 26% had
private insurance, and 0.9% had federal insur-
ance (Figure 1). Over the 3 years of follow-up,
the aggregate percentage of children enrolled
in Medicaid increased to 67%, and the per-
centage of uninsured children declined to 6%.

Children, however, displayed considerable
child-level heterogeneity in their insurance
status over time. Sixty-two percent of children
who had been uninsured at wave 1 had se-
cured Medicaid coverage by wave 4. Changes
also occurred in the private or federal insur-
ance category—of all children insured by ei-
ther a private or federal carrier at wave 4,
33% had switched to these carriers from
some other insurance category.

These complex and heterogeneous child-
level variations in insurance coverage over
time were best captured by 2 latent insurance
classes (Figure 2). One class contained children
who, on average, gained insurance coverage
over the waves of data collection—a class we
called the gainers. Children in the other class
seemed to successfully maintain insurance cov-
erage over time—we called them the maintain-
ers. Overall, 158 children (7.6%) were gainers,
and 2343 (92%) were maintainers. Children
in the gainers class had an 89.8% probability
of belonging to that class, and those in the
maintainers class had a 98.9% probability of
belonging to that class, suggesting that these
children were appropriately sorted into these
classes. These labels described class member-
ship only; individual children in the gainers
class included not only those children who se-
cured and maintained coverage, but also those
who were episodically insured, with patterns
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Note. Gainers were children who gained insurance coverage over the waves of data collection. Maintainers were children who
maintained insurance coverage over time. Sample size–adjusted Bayesian Information Criterion = 5119.7; entropy = 0.93.
(Smaller values of Bayesian Information Criterion are better. Entropy indicates quality of classification of individuals into
groups, with values close to 1 being better.)

FIGURE 2—Proportions of 2501 US children in the child welfare system in latent insurance
classes, by study wave: National Survey of Child and Adolescent Well-Being, 1999–2004.

of loss and gain of insurance over time. Similar
heterogeneity at the child level may occur
within the maintainers class.

Characteristics of Gainers and
Maintainers

Table 1 shows bivariate χ2 relationships be-
tween child and caregiver characteristics and
class membership. Gainers and maintainers did
not vary significantly on most characteristics.
However, a higher percentage of sexually
abused children (18%) were gainers, and mal-
treatment history was significantly related to
class membership. A greater percentage of chil-
dren placed in foster care at baseline (99%)
were members of the maintainers class, as
were children reported to be in fair or poor
health on their General Health Status measure.

On multivariate analysis (Table 2), children
of “other” race/ethnicity (i.e., not White, Black,
or Hispanic) had 3 times the odds of member-
ship in the gainers class compared with Whites,
and sexually abused children had 4 times the
odds compared with children suffering other
types of abuse or neglect. Children in out-of-
home placement at wave 1 had 12 times the
odds of membership in the maintainers class of

children living in their own homes. Each in-
crease in the score on the General Health Sta-
tus measure (meaning progressively poorer
health) produced a 40% increase in the odds
of membership in the maintainers class. Care-
giver characteristics were not significantly asso-
ciated with membership in either class.

DISCUSSION

We have described for the first time longi-
tudinal patterns of health insurance coverage
among a nationally representative sample of
children in the child welfare system followed
up for 3 years. In a testament to the success
of policies directed at securing stable insur-
ance coverage for these children,10,11 the ma-
jority of these children (92%) maintained
some type of health insurance coverage over
a 3-year period. There also appeared to be
an overall gain of insurance coverage with
passage of time within child welfare for the
remaining 8% of children (Figure 1). Al-
though children may not have maintained
the same type of health insurance coverage
over time, the overall trend in Figure 1 and
other bivariate results suggested that these

gains were occurring as a result of enroll-
ments into Medicaid, and aggregate percent-
ages of privately and federally insured chil-
dren remained relatively stable over time.

This ability to secure insurance coverage
may be one mechanism through which child
welfare systems obtain health services for
their dependants. Although a great deal of
the reimbursement for services, especially
mental health services, delivered to children
in child welfare settings comes from child
welfare agencies themselves,42 agencies seem
to be also enrolling children into insurance
plans. Securing insurance coverage, therefore,
may be one way in which entry into child
welfare acts as a conduit to services, as has
been previously proposed.43

These findings suggested that sexually
abused children may have greater rates of
entry into health insurance, although the
mechanisms that underlie this phenomenon
remain unclear. Sexual abuse, in contrast to
neglect or abandonment, brings children
within defined law enforcement systems, such
as children’s advocacy centers that perform
forensic interviews, the products of which are
subsequently used in criminal proceed-
ings.44–46 Their entry into health insurance,
therefore, may be a consequence of increased
surveillance necessitated by this specific law-
enforcement function. Of greater concern is
the finding that history of neglect, physical
abuse, and abandonment is not associated
with any insurance trajectory over time, de-
spite the considerable service needs of ne-
glected and abused children.47 The implica-
tion of these findings is that, absent such
defined service pathways for types of mal-
treatment other than sexual abuse, some form
of presumptive eligibility for health insurance
is required for all children who come into
contact with child welfare agencies to address
their physical and mental health needs.

The finding that children in out-of-home
placement at wave 1 were more likely to have
maintained stable health insurance coverage
showed that entitlements were working as in-
tended for these children.11,12 Because of the
relatively small number of children who be-
longed to “other” races/ethnicities (i.e., not
White, Black, or Hispanic), our findings on the
relationship between race/ethnicity and insur-
ance class should be interpreted with caution.
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TABLE 1—Characteristics of US Children in the Child Welfare System (n=2501) in Each
Latent Insurance Class: National Survey of Child and Adolescent Well-Being, 1999–2004

Gainer, Unweighted Maintainer, Unweighted 
Variable No. (Weighted %) No. (Weighted %)

Total 158 (7.6) 2343 (92.4)
Child characteristics

Age, y
2–5 47 (6.3) 724 (93.7)
6–11 68 (6.8) 1093 (93.2)
≥ 12 43 (11.8) 526 (88.2)

Gender
Boy 67 (8.9) 1099 (91.1)
Girl 91 (6.5) 1244 (93.5)

Race/ethnicity
African American 33 (5.3) 706 (94.7)
White 70 (6.9) 1107 (93.1)
Hispanic 43 (8.9) 372 (91.1)
Other 12 (20) 158 (80)

Maltreatment history*
Physical abuse 48 (7.6) 707 (92.4)
Sexual abuse 44 (17.9) 388 (82.1)
Neglect 19 (5.5) 348 (94.5)
Abandonment 2 (2.4) 104 (97.6)

Placement**
In family foster care, placed with relatives, 7 (0.9) 518 (99.1)

or in group home
In own home 151 (8.2) 1825 (91.8)

Emotional/behavioral need
≥ 64 on the externalizing scale of the CBCL 60 (6.8) 976 (93.2)
≥ 64 on the internalizing scale of the CBCL 49 (8.4) 799 (91.6)

Physical health need (general health status)*
Excellent, very good, or good health 121 (8.6) 1645 (91.4)
Fair or poor health 37 (4.8) 698 (95.2)

Developmental need
Score < 2 SD on assessment instruments 1826 (92.3) 124 (7.7)
Score > 2 SD on assessment instruments 517 (92.6) 34 (7.4)

Current caregiver characteristics
Highest educational level

Less than high school 52 (7.2) 654 (92.8)
Any high school 68 (6.7) 1027 (93.3)
High school diploma or any college 38 (9.6) 661 (90.4)

Employment status
Full time 70 (9) 977 (91)
Part time 27 (6.7) 333 (93.3)
Unemployed 55 (6.7) 923 (93.3)

Note. CBCL = Child Behavior Checklist. Gainers were children who gained insurance coverage over the waves of data
collection. Maintainers were children who maintained insurance coverage over time.
*P < .05; **P < .001.

Our hypothesis that caregiver characteris-
tics would affect insurance coverage was not
confirmed in this study. The strongest predic-
tors of insurance coverage seemed to be child-
level characteristics. To some extent, this may

be reflective of the fact that caregivers and
caseworkers of children in the child welfare
system changed over time, and although our
study allowed for variations in insurance cov-
erage over time, we did not explicitly model

change in caregivers and caseworkers for
data-related reasons. Longitudinal research
that examines changes in caregiver and case-
worker agency and their impact on insurance
coverage is needed to more fully understand
the roles of caregivers and caseworkers.

Limitations
Our study suffered from other limitations.

Although our dependent variable was ob-
tained from a technique that incorporated in-
formation from all 4 waves of follow-up, our
predictors were only obtained from wave 1.
Consequently, we were unable to determine
the influence of other time-varying events,
such as changes in placement over time, on
insurance coverage. Future longitudinal data
analysis is required to answer such questions.
Also, given our emphasis on describing over-
all insurance patterns and the complexity of
trajectories caused by movement between in-
surance categories, we did not construct sepa-
rate trajectories for each type of insurance
coverage. Our modeling approach also con-
structed its insurance classes from informa-
tion available at each of the 4 waves. How-
ever, not all children were followed up for all
waves, because they were adopted or were
lost to follow-up. Consequently, information
on class membership was constructed from
progressively fewer individuals still retained
in the study sample over time. Lastly, insur-
ance was measured at each of the waves and
not recorded for the months between waves;
hence, brief spells of insurance instability may
not have been captured in our analyses.

Conclusions
Despite these limitations, we have pre-

sented the first description of health insur-
ance coverage patterns over time among a na-
tionally representative sample of children in
the child welfare system. Although the stabil-
ity of coverage over time was encouraging,
these findings support prior work illustrating
the dependence of these children on Medic-
aid.48,49 This dependence on Medicaid may
be perilous for children in the welfare system.

In fiscal year 2007, child health insurance
programs face a cumulative shortfall of $800
million across 17 states—a situation that can
jeopardize stability of Medicaid and State
Children’s Heath Insurance Program coverage
for children in the welfare system.50 Four
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TABLE 2—Predictors of Membership in Latent Insurance Classes Among US Children in the
Child Welfare System (n=2501): National Survey of Child and Adolescent Well-Being,
1999–2004

Membership in Membership in 
Variable Gainers Class, OR (SE) Maintainers Class, OR (SE)

Child characteristics

Age 1.1 (0.05) 0.9 (0.04)

Gender

Boy 1.6 (0.5) 0.6 (0.2)

Girl (Ref) 1.0 1.0

Race/ethnicity

African American 0.8 (0.4) 1.2 (0.6)

White (Ref) 1.0 1.0

Hispanic 1.4 (0.7) 0.7 (0.3)

Other 3.1* (1.6) 0.3* (0.2)

Maltreatment history

Physical abuse 1.2 (0.5) 0.8 (0.4)

Sexual abuse 4.3** (2.0) 0.2** (0.1)

Neglect 0.9 (0.4) 1.1 (0.5)

Abandonment 0.5 (0.4) 2.2 (1.8)

Placement

In family foster care, placed with relatives, or in 0.1*** (0.05) 11.8*** (6.9)

group home 

In own home (Ref) 1.0 1.0

Emotional/behavioral need

≥ 64 on the externalizing scale of the CBCL 0.8 (0.2) 1.2 (0.3)

≥ 64 on the internalizing scale of the CBCL 1.4 (0.4) 0.7 (0.2)

Presence of physical health need (general health status) 0.7** (0.1) 1.4** (0.2)

Presence of developmental need 1.1 (0.4) 0.9 (0.3)

Current caregiver characteristics

Highest educational level

Less than high school (Ref) 1.0 1.0

Any high school 0.9 (0.3) 1.2 (0.4)

High school diploma or any college 1.0 (0.4) 1.0 (0.4)

Employment status

Full time 1.4 (0.5) 0.7 (0.3)

Part time (Ref) 1.0 1.0

Note. OR=odds ratio; CBCL=Child Behavior Checklist. For both models F17,68 =2.7; P= .002. Gainers were children who gained
insurance coverage over the waves of data collection. Maintainers were children who maintained insurance coverage over time.
*P < .05; **P < .01; ***P < .001.

key aspects of the Deficit Reduction Act of
2005 (PL 109-171), the greatest restructuring
of the Medicaid program at the federal level
since its inception, created barriers to Medic-
aid coverage for children in the welfare system.
The Act’s requirement of documentation of
citizenship, its creation of “benchmark” bene-
fits as an option to a mandated benefit pack-
age, its premium and cost-sharing require-
ments, and its changes to case management

are likely to pose additional challenges to
child welfare populations and are likely to in-
crease the burden on child welfare agencies of
caring for these children.17,18 At this critical
juncture, our findings highlight the fact that in-
surance coverage for these highly vulnerable
children is equally vulnerable and suggest the
need to secure Medicaid entitlements for all
children in the child welfare system to pre-
serve their access to needed services.
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